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Introduction
The WHO defines Spiritual Care (SC) as a pillar of Palliative Care, respecting the variety of religious, existential, and spiritual orientations and belongings among patients and caregivers. Beyond palliative care, SC is being more and more embraced and taught in other medical areas such as psychiatry, 1 internal medicine, 2 and general practice. 3, 4 In addition, Palliative and Spiritual Care training formats are being extended to all health professionals. 5 SC encompasses a shared responsibility of physicians and other health professionals for patients'and also their ownspiritual, existential, and religious needs, resources or distress. The terminology (spiritual, existential, or religious) is still controversial. 6, 7 In the present study, we describe those terminological differences and we discuss the underlying world-views.
Twenty years ago, the US Medical School Objectives Project (MSOP) defined the following Learning Objectives Relevant to Spirituality and Cultural Issues:
1. The ability to elicit a spiritual history; 2. The ability to apply the understanding of a patient's spirituality and cultural beliefs and behaviors to appropriate clinical contexts (eg, in prevention, case formulation, treatment planning, challenging clinical situations); 3. An understanding of, and respect for, the role of clergy and other spiritual leaders, and culturally based healers and care providers, and how to communicate and/or collaborate with them on behalf of patients' physical and/or spiritual needs; 4. An understanding of Health Professionals' own spirituality and how it can be nurtured:
• as part of their professional growth, promotion of their well-being, and • as the basis of their calling as a physician, 8 importantly contributing to students' emotional well-being. [9] [10] [11] We share these learning objectives and describe the current situation of SC training in German-speaking medical schools. They then make suggestions as to which advancements in the field should be implemented in the Germanspeaking region. They subscribe to initiatives such as the US-wide inter-professional SC education curriculum development promoted and coordinated by the George Washington Institute for Spirituality and Health, 12 serving as a model for implementing SC training in different cultural, political, and linguistical contexts. In the meantime, there have been several didactic and conceptual studies conducted in various countries: the US, 13 Near East, 14 in Iran, 15, 16 in Brazil, 17 in the United Kingdom, 18, 19 and in Canada. 20 In some countries, such as Germany, SC training is a compulsory part of the UME palliative care teaching.
Previous research 17, 18 shows, however, that in some regions UME SC modules are still optional and oriented towards particularly motivated students. Furthermore, there seems to be a discrepancy between the students' perceived need for spiritual education and the teachers' doubts on the needed extent of such teaching and by whom it should best be taught. 17, 18 Several studies analyzed the facilitators and barriers to doctors providing SC. Surprisingly, neither lack of time nor economic reasons, but rather insufficient training in SC are stated as the major barriers in addressing religious or spiritual issues with patients. [21] [22] [23] [24] [25] Additionally (and without doubt more pronounced in Europe than in the US), for many physicians, it is counter-cultural to openly discuss spirituality, and they even cite fear, shame, and discomfort as a barrier to proactively eliciting spiritual concerns. 19 Already in UME, discomfort concerning SC may stem from individual factors and from a (mis)match in religion between doctor and patient. 26 The present study aims to report SC teaching in German-speaking medical schools and to examine the ADSAs' (or substitutes chosen by them to respond for them) attitudes and curriculum development in this field. Our study addresses the following research questions: 
Methods
In order to achieve these measures, we carried out a crosssectional qualitative study, which was intended as a complete survey. Data collection: From all 46 accredited medical schools in the three German-speaking countries, the ADSAs were initially contacted in order to identify the person in each faculty who might best judge the SC Program. We first sent out an invitation letter, and one week later, we sent an email link for the corresponding online questionnaire to the ADSAs or to the person identified by the ADSAs as suitable respondents. In the case of non-respondence within three weeks, follow-up by telephone, postal mail, and email sought to maximize the response rate. The questionnaire was generated and delivered as TAN-encrypted online-survey using "EvaSys" (https://www.evasys.de/evasys-education.html). The data were completely anonymized.
Twenty-seven out of 45 medical schools responded. One of the ADSAs explicitly refused to take part in the study and was removed from the sample. Another questionnaire was sent back empty and therefore was removed from the sample, resulting in 25 included medical schools (response rate 54.3%). The presented results refer to a varying number of responses ( Figure 1 ), as some of the respondentsmainly those for GME and CMEdiscontinued when reaching a chapter which was not applicable to their particular medical school.
Questionnaire
According to the majority of medical publications about spirituality and health, the questionnaire introduced "spirituality" as an umbrella term including religion, existential reflection, and other personal convictions which may be called "spiritual" by the patient. In accordance with the non-exclusive connotations of the terms in question, the respondents should be free to differentiate between these terms according to their preferred wording. Consequently, ADSAs or identified respondents were asked about their general understanding of SC and its perceived importance in patient treatment and ME.
Furthermore, we investigated in detail at which levels teaching of SC takes place during medical education (UME, GME, and CME) andwhere applicablehow the teaching programs are structured.
The questionnaire contains 52 questions in total, eliciting 8 yes/no statements, 21 multiple-choice answers, and 7 rating items (Likert scaled, ranging from 1 (example: "not at all important") to 6 (example: "fully important")), and 16 free-text answers. The questionnaire was divided into 4 sections, with section 3 pertaining to the three different levels of ME: 1) General information on the location of the university (2 multiple-choice questions)
2) Definition & importance: general understanding of SC in terms of perceived importance in patient care (2 multiple-choice questions, 1 rating item)
3) Curriculum: SC a) in UME (14 multiple-choice questions, 3 rating items) b) in GME (3 multiple-choice questions, 1 rating item) c) in CME (3 multiple-choice questions, 1 rating item) d) as post-graduate course (3 multiple-choice questions) 4) Didactics: open/optional suggestions for new SC teaching methods in ME
Data Presentation
Multiple choice and rating scales were analyzed in a descriptive manner, resulting in frequencies of the given responses. The free-text answers underwent a qualitative contents analysis (QCA 27 ) in order to identify relevant general topics and to determine the frequency of those topics.
Results
Considering all three German-speaking countries under question, the participation rates were as follows: in Germany, out of 39 medical schools, 19 responded (48.7%). In Austria, all four medical schools (100.0%) participated, and in Switzerland, two of the three German-speaking medical schools responded (66.7%). In Germany, the response rate differed depending on the federal state (data not shown).
As an introduction and in order to estimate the relevance of the topic for ME, we asked: "How important are spiritual/religious/existential subjects in health care?" A large majority rated SC in patient treatment as very or fully important (global rating). Respondents could differentiate between spiritual, religious, and existential topics. Figure 2 shows the different ratings for domains which are considered important for patient care.
Accredited and contacted (N=46)
Excluded: none
Refused to participate: n=1
Offer SC in CME n= 10
Responses: 26
Participation: n=25
Offer SC in GME: n= 9
Offer SC in UME: n= 13
Multiple Selection
Importance for UME: n=25
Concept of Spiritual Care: n=22
Need for emphasis: n=19
Importance and implementation issues for GME/CME: n=15
Excluded: n=1 (empty) 
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Understanding SC as a Medical Subject
Thirteen medical schools offer UME and could, therefore, provide further detailed information. Most of the respondents consider SC to be an integration of existential and spiritual themes in the curriculum, whereas the integration of religious topics seems less important for the majority. None of the respondents regard existential and spiritual topics as "not important at all" (results not shown).
The present study assumes SC to be a general, inter-faith (trans-religious) responsibility of health professionals and takes into account the somewhat indistinct boundaries between the main categories, which refer to it. The respondents were asked to formulate their personal approach to SC, responding to the question: "How do you personally understand the field of 'SC'?" Half of the elicited 22 responses defined SC as taking into account the spiritual/religious/ existential needs of the patients and relatives in the treatment plan (n=11). Less frequent were responses such as "to raise consciousness in the professional team about spiritual aspects of patient care" (n=5), or a multi-professional approach of the patient care, team-like support from disciplines like palliative care, psychology, psycho-oncology, self-aid, chaplain/spiritual/religious care (n=5). One respondent stated that he or she had never heard of SC before being invited to this review.
SC in the Different Levels of Medical Education
In German-speaking countries, medical schools are primarily responsible for UME and not for GME and CME. However, academic teachers from the medical schools share certain responsibilities in postgraduate programs with academic teaching hospitals outside the universities and medical associations. Consequently, medical schools provide SC teaching at different levels of medical education and in different combinations. Interestingly, 13 of the responding medical schools indicate SC teaching in UME. Those 12 medical schools which offer SC teaching in more than 1 ME level also assign higher scores concerning the general importance of the subject (see Figure 3 ): all of them reported 100% very/fully important scores (5 and 6). Particularly, the two medical schools which offer SC teaching in all three educational steps (UME, GME, and CME) are the ones with the highest score (6= fully important) in the Likert Scale measuring the perceived value of SC (results not shown). One respondent mentions that the SC teaching in their faculty is provided by chaplains and not by the medical professionals. Another respondent mentions that palliative care is in charge of their SC education. Furthermore, we asked the respondents whether they consider a (new) specific course for SC necessary or not. Almost the whole range of answers was given. A slight majority (n=13) indicate that they do not see much need for a specific course on SC (scores 1 and 2). However, a significant number (n=10) considers a specific course on SC at least moderately important (scores 4, 5, and 6).
Undergraduate Medical Education
The questions concerning UME yielded 13 responses. SC teaching mainly takes place in the context of palliative medicine (n=12) and/or psychosomatic classes (n=4) as part of compulsory courses. Psychiatry and general medicine, as well as pediatric and internal medicine, are also mentioned as fields where SC is part of the program. Five institutions offering SC teaching in more than one subject also score high in the value they attribute to the importance of SC in patients' treatment ( Figure 2 , scores 5 and 6). There are different ways in which SC is taught. However, the classical lecture format is predominant. Still, some use eLearning formats and seminars as well. These virtual formats are interprofessionally open, especially for students in nursing and social work. None of the universities has a teaching entity exclusively entitled "SC". Some respondents remark that SC is taught in certain courses without being specifically labeled as such. In most cases, SC teaching takes place between the 3rd and the 5th year of medical studies. On average, a teaching program lasts up to 4 hrs during the whole course. Nevertheless, it has also been mentioned that it is difficult to assess the exact number of hours taught because SC is often incorporated into other courses, as mentioned earlier. Medical doctors (n=10), psychologists (n=9) and chaplains (n=10) are the professional figures involved in teaching SC. Table 1 shows the topics currently taught in the SC context (multiple choice). 
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In Table 1 , the most prominent topic in SC teaching is the common and nonspecific label "doctor-patient communication". More specific topics such as "definition of spirituality" and "handling spiritual/religious aspects of the patient" are less frequently reported. In order to gain insight into how to improve UME SC teaching in the future, we asked the faculty members what they felt was missing or not yet adequately addressed in the teaching content. These data include responses from 6 respondents who do not yet offer SC courses in UME.
A comparison between Tables 1 and 2 shows that some of the already addressed issues entail a further need in training and clinical practice and require practical improvement. Table 2 shows that topics such as "role of spirituality in the health care system" and "finding and self-evaluation of own spirituality" need to be addressed more in the curricula.
Similarly, topics like "perception of spiritual aspects of the patient", "handling spiritual/religious aspects of the patient", and "sadness", though they are already part of the curricula, at least to a certain degree, need to be extended on in the SC program. A comparison between Tables 1 and 2 shows that some of the already addressed issues entail a further need in training and clinical practice and require practical improvement. This is particularly true for issues pertaining to the perception and handling of spirituality in patients. In n=7 medical schools, the teaching content of SC courses does end with a proficiency test on the subject, while n=4 of the courses do not test the students at all (no data provided by 2 participants).
Considering the full sample, 16 respondents report that it is not yet clear whether or not fundamental objections to/reservations about including SC teaching in the undergraduate medical studies exist. A few respondents who indicate reservations about it (n=3) mention in free-text answers that the concept of SC Perception of spiritual aspects of the patient 12
Handling seriously ill patients and their relatives 11 Difference between religiousness and spirituality 10
Definition of spirituality 9
Handling spiritual/religious aspects of the patient 9 Breaking bad news 9
Grief/mourning/bereavement 9 Spiritual self-assessment 5
Spiritual anamnesis 5
Role of spirituality in the health care system 4 Others 2 The international shift of the society demands more and more skills in this direction.
Physicians suffer from high burn-out rates and lack of self-care in the clinical setting.
Promoting spiritual care in the sense of selfcare and resilience could positively affect doctors and therefore patient's well-being. can be misunderstood as an intrusion of the church, thus, giving the subject "Spiritual Care" a negative association with religion. In these few cases, religiousness is not considered an appropriate topic within a neutral context like medicine. Six out of 25 respondents say that there are no objections to/reservations about SC teaching in their undergraduate medical studies, and in free-text answers, they report that this topic is incorporated in many different courses. Moreover, one respondent says that the involvement of the faculty management in SC enhances the sensibility and the integration of such themes in the curriculum. One respondent reports that the teaching hours dedicated to the topic are too few to be able to address the topic in a satisfying manner.
Should SC Have More Value in UME?
Nineteen respondents provided data on the need for a stronger focus on SC in UME. N=10 respondents report the need to dedicate more time to SC teaching in UME. Nine of them give detailed explanations on why there is a need for giving more space to SC in the undergraduate medical education. The answers were analyzed and arranged in two main categories, ie, patients' perspective and doctors'/students' perspective: Two respondents report that in their opinion there is no need for providing more space to SC teaching in UME. The explanations as given in their free-text answers are as follows: topics of SC teaching are already integrated into different subjects without needing a specific course and a specific labeling as "SC"; it should be present only as an extra-offer for people who are interested in the topic. N=7 respondents are undecided about whether there is an actual need for allocating more time to SC teaching in their medical schools.
Graduate (GME) and Continuing (CME) Medical Education
The questions concerning GME and CME yielded 15 and 14 responses, respectively.
How Important Is SC in GME? All but one respondent indicate that SC in this educational step is "moderately important", "very important", or "fully important". The most frequent rating is "fully important".
Six respondents are in favor of allocating more time to SC in the graduate education, while 8 are still undecided whether this subject needs more dedication or not. One respondent would not spend more time on SC in GME. The respondents who give lower scores for the perceived value of SC ( Figure 2 ) are also those who are undecided whether this subject really matters in the graduate education or not.
How Important Is SC in CME?
The answers to this aspect were highly heterogeneous. Except for one respondent, all others indicate that SC in this educational step is, at least, of some importance. Like in UME and GME, medical doctors, psychologists, and chaplains are the professionals mostly involved in the teaching of SC. However, the nursing staff plays a minor, yet important role on all three levels of medical education as well. The answers show that in continuing medical education mainly medical doctors participate in specific courses on SC.
In CME, 5 respondents would dedicate more time to SC, while 7 are still undecided whether this subject needs more space or not. Further, 2 respondents do not consider it necessary to provide more space to SC teaching during continuing medical education. Respondents who give lower scores for the perceived value of SC are, again, also the ones who are undecided whether this subject really matters in the continuing medical education or not. In one case, the participant explicitly mentions that training in SC at his/her university is adequately provided for, with no need to give more meaning/ space to the topic. The question of why they see the need to provide further teaching in SC in continuing medical education was commented on by 5 respondents in free-text form as follows: in summary, the course selection on topics pertaining to SC is poor. Particularly medical doctors in this ME step face difficulties in recognizing spiritual needs and addressing SC with patients. Moreover, they mention the importance that medical staff should be comfortable with handling such needs of patients, even of atheists/agnostics.
Discussion
The present study is unique because it provides, for the first time, data on SC teaching in German-speaking medical schools. Regarding the research questions formulated in the Introduction of this study, the results allow to state the following:
1. A majority of the respondents consider SC important for patient care and consequently foster the implementation of SC training into the medical education.
2. Some medical schools in German-speaking countries integrate SC training into all levels of medical education, especially in UME. 3. New methods of teaching SC in German-speaking countries are the use of online courses as well as extending SC teaching beyond "end of life care". 4. Medical schools which foster SC training are more likely to provide not only UME teaching but also SC courses in GME and CME, facilitating life-long learning in this field.
The present study yielded a response rate of 54.3%, comparable to previous surveys in other regions. 13, 17, 19, 28 The SC concept has historical roots in the interprofessional palliative care movement. It may successfully be broadened and adapted to other clinical fields 29 such as surgery/anesthesiology. 30 This implies that SC should be included as a meaningful topic in the syllabus of UME and should be taught by teachers who have been specifically trained in SC. Concerning UME, our respondents reported no required courses exclusively dedicated to SC (US 7% 13 UK 5.6% 19 ) but added that SC is incorporated within standard curriculum. A British study 18 found students more open toward SC than teachers. A Dutch group 31 found a discrepancy between the perceived importance of palliative care among last year medical students and their feeling of low confidence in providing such care, especially in dealing with the spiritual aspect of it. A Spanish study 32 yielded similar results. What is the necessary "dose" of SC during UME? Based on our data, we estimate that the medical schools of our survey provide an average of 4 hrs during the whole course. A recent US-American study 33 reports that 150 mins during the whole UME course (60 mins lecture focusing on religion/spirituality in health care, followed by a 90-min case discussion in a small group setting) may improve the students' attitudes and competencies in this field.
As far as the overall importance of SC teaching is concerned, we have seen that the wording (spiritual, existential, religious, humanitarian, etc.) and the teaching contents have to be distinguished. One respondent, for example, wrote to us:
Having worked for many years in palliative care and in cooperation with chaplains, I do not see the utility of the 'spiritual care' concept. Nevertheless, I understand the meaning of your question, and according to this I will answer your questions.
In the present survey, the respondents ascribe less importance of SC to CME than to UME and GME. At the same time, there are in German-speaking countries, various projects of specialized curricula in conventional classroom style and in virtual conferences, addressing all health professionals. Outcome data about CME courses, eg, in palliative care, 14,34 are sparse.
Several authors report training programs in psychiatry and psychotherapy in order to fill the "religiosity gap" 35 between patients and their therapists. 36 US-American initiatives such as the Spiritual CompetencyTraining in Mental Health (SCT-MH), a 7-hr asynchronous, online program consisting of 8 modules 37 may be a model for the German-speaking region. Kelley et al 38 report a community-based training for improving knowledge of African-American spiritualities. Finding the right words and concepts in spiritual dialogs with psychiatric patients requires a hermeneutic approach, translating the patients' and the health professional's worldview and finding a common ground. 39 This leads up to the question of which obstacles stand in the way of further SC-implementation in Medical Education. A major barrier, and perhaps the most important one for medical teachers, has been called medicine's "hidden curriculum": the unconscious, implicit, or informal curriculum behind the formal one. The hidden curriculum is highly ambivalent: on the one hand, it may be the inspiring role model of an experienced and empathic clinical teacher. On the other hand, however, the hidden curriculum may, "foster being singularly focused on advancement within medicine or on self-promotion that can create conflict within work relationships" 40 and hinder the student from being sensitive to the patient's suffering. According to Balboni et al, primary religious/spiritual resources prior to medical socialization may be a buffer against the hidden curriculum's destructive sides. Sajja and Puchalski 41 suggest "training physicians as healers" in order to overcome the discrepancy between medicine's scientific and spiritual sides. For people with different cultural backgrounds, SC may foster a spirit of empathy 42 and "hospitality" in medical schools in spite of scientifically or personally motivated "hostilities". 43 Especially in the European situation, SC is not opposed to evidence-based medicine's skeptical and critical roots. On the contrary, the dialogic concept of spirituality encompasses this "scientific spirit" in physicians as well as in patients. All in all, in order to reach a "fully fledged" integration of SC, interdisciplinary research and SC courses should be mandatory in the medical curriculum. 44 Undoubtedly, the concept of "transcendence" (ie, what is beyond the boundaries of our observed, controlled, and medically curable world) is still uncommon in medical research, however respected by a large part of health professionals. 8 Consequently, our results as well as previous studies, 13, 19 show that SC is already integrated into ME.
Another important aspect has to be regarded, namely, the different cultural facets of ME. Western ME, viewed from other traditions such as Islamic medicine, has for a long time neglected the humanitarian, cultural, religious, and spiritual dimensions of healing. 16, 45 These dimensions, however, are increasingly being addressed by medical teachers, especially in the USA and the American continent, and to a non-English speaking) Europe is strongly marked by the skepticism of enlightenment and by scientific positivism. In addition, some of our respondents share the opinion that the term "spirituality" is too broad and may possibly just be a synonym for medicine's humanistic side. 6 However,
The definition of spirituality used in clinical care and in medical education is intentionally broad to be inclusive of the diverse ways people understand transcendent meaning in their lives. 7 The role of religion and spirituality is an important cultural asset in medical students, impacting the way they find meaning in their lives as medical students, and how they anticipate using it in their work as physicians. 37, 46 Similar studies about medical students' religious and spiritual orientations are still missing in the German-speaking region.
Despite existing individual and cultural reluctances toward SC teaching, the ADSAs or other respondents answering to the present survey made numerous suggestions on how to improve SC-teaching in medical schools, which are summarized in Box 1.
Limitations
Given the response rate of 54%, a "pro-spiritual" bias (more responses of those who are positive towards and willing to take some time for SC) must be considered. Due to anonymization sensitivity analyses or even a simple check for representativityin particular, for Germanyis not feasible. The non-exclusive nature of the terms (existential/spiritual/religious) under question does not allow strict distinctions for statements, which include all these components of SC, unless stated otherwise.
Conclusion
This survey describes how SC training is currently implemented in German-speaking medical faculties. SC training is generally provided, at least in UME and, to a lesser extent, in GME and CME. A large proportion of the respondents underline the meaningfulness of SC and see at least some need for modifications of existing content and/or additional courses.
What can we learn when comparing SC programs in other countries or world regions with the scarce curriculum in German-speaking medical schools? Providing SC in health care and teaching it to students depends on institutional, cultural, and personal factors. Considering the facilitators and barriers to SC can potentially enhance and transform medical practice into being more interdisciplinary, patient-centered, and resource-oriented, bridging the gap between "to cure" and "to care".
Abbreviations
ADSA, Medical School Associate Dean for Student Affairs; CME, Continuing Medical Education; GME, Graduate Medical Education; SC, Spiritual Care; UME, Undergraduate Medical Education. Box 1 Improving SC Teaching in Medical Schools (Repondents' Suggestions Summarized)
• Definitions of specific learning goals in the forthcoming UME masterplan • Embedding SC in the clinical routine • Sensitization about this subject in the UME, GME, and CME using "train the trainers" meetings 
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